About one-half of all hospitals with EDs had a bed coordinator or bed czar, 58.2 percent had elective surgeries scheduled 5 days a week, and 66.1 percent had bed census data available instantaneously (Table) . Electronic medical records (EMRs), either all electronic or part paper and part electronic, were used in 61.6 percent of EDs. EMR systems have also been defined as basic (patient demographics, problem lists, clinical notes, orders for prescription, and viewing laboratory and imaging results) or fully functional (prescription orders sent electronically, warnings of drug interactions or contraindications, orders for tests, out-of-range test levels highlighted, medical history and followup, and reminders for guideline-based interventions in addition to the basic elements) (4) . Basic EMR systems were reported by 14.9% of EDs (data not shown); however, the estimate for fully functional EMR systems was unreliable.
More than one-third of EDs had an observation or clinical decision unit. Admitted ED patients were "boarded" for more than 2 hours in the ED while waiting for an inpatient bed in 62.5 percent of EDs. Among EDs that "boarded" patients, 14.8 percent used inpatient hallways or another space outside the ED when it was critically overloaded. In the previous 2 years, 24.3 percent of EDs increased the number of standard treatment spaces. Although 19.5 percent of EDs expanded their physical space in the last 2 years, 31.5 percent of those that did not expand their physical space plan to do so within the next 2 years. The frequency of use of ED patient care techniques was as follows: bedside registration (66.1%), computer-assisted triage (40.0%), zone nursing (35.3%), electronic dashboard (35.2%), separate fast track unit for nonurgent care (33.8%), "pool" nurses (33.2%), full capacity protocol (21.1%), and radio frequency identification tracking (9.8%).
The table presents estimates of ED characteristics by ED visit volume and MSA status. When compared with small EDs, large EDs were more likely to have a bed coordinator in their hospitals (71.2% compared with 33.8%); have an observation or clinical decision unit (53.5% compared with 32.5%); "board" patients for more than 2 hours in the ED while waiting for an inpatient bed (86.5% compared with 39.0%); and use bedside registration (89.0% compared with 54.2%), computer-assisted triage (62.2% compared with 24.3%), and zone nursing (61.9% compared with 19.0%).
EDs with over 20,000 annual visits comprised 70.5 percent of EDs in MSAs. When compared to EDs in non-MSAs, EDs in MSAs were more likely to have a bed coordinator or bed czar in their hospital (60.7% compared with 30.0%) and "board" patients for more than 2 hours in the ED while waiting for an inpatient bed (77.4% compared with 32.8%).
Additional information about ED utilization is available from the NCHS Ambulatory Health Care website: www.cdc.gov/nchs/nhamcs.htm. Denominator is number of EDs that did not expand their physical space in the last 2 years. 4 An electronic dashboard displays updated patient information and integrates multiple data sources. 5 Radio frequency identification tracking shows the exact location of patients, caregivers, and equipment. Zone nursing refers to all of a nurse's patients being located in one area.
Figures Tables
ED increased the number of standard treatment spaces in last 2 years Yes 24.3 3.0 *13.8 4.8 31.1 4.0 39.6 4.9 32.4 3.2 *8.1 5.1 No 74.0 3.1 85.2 4.8 66.5 4.0 58.0 4.9 65.4 3.3 91.2 5.2 Unknown or
7
"Pool" nurses are those that can be pulled to the ED to respond to surges in demand.
8
A full capacity protocol allows some admitted patients to move from the ED to inpatient corridors while awaiting a bed.
NOTE: ED is emergency department, MSA is metropolitan statistical area, and SE is standard error.
